Background In the UK, the closure of 'long-stay' hospitals was accompanied by the development of community teams (CTs) to support people with intellectual disabilities (IDs) to live in community settings. The self-reported experiences of staff working in such teams have been neglected. Methods Focusing on a single county-wide service, comprising five multi-disciplinary and inter-agency CTs, we measured perceptions among the health care and care management Team members of (1) their personal well-being; (2) the functioning of their team; and (3) the organisation's commitment to quality, and culture. Results Almost three-quarters of the questionnaires were returned (73/101; 72%). The scores of health care practitioners and care managers were very similar: (1) the MBI scores of more than half the respondents were 'of concern'; (2) similarly, almost four in
Introduction
In England, as in other parts of the UK, the development of locality-based community teams (CTs) for people with intellectual disabilities (IDs) accompanied, and, indeed, often drove, the closure of the 'long-stay' hospitals (King's Fund, 1980 ; see discussion in Greig & Peck 1998) , and supported an 'ordinary life' for those individuals -the majoritywho had always lived in community settings. The task of these CTs was two-fold: (1) to address the limited access of people with IDs to health and/or social care services available to the rest of the population; and (2) to provide specialist expertise and experience to meet the particular health and social care needs associated with an ID (Lindsey 2002) . While there has never been a national audit, CTs appear still to continue to carry out these tasks, although now in a bewildering array of organisational arrangements (Cambridge et al. 2005) .
Without denying the barriers to full citizenship that still exist, since 2000 much has changed, at least in England, for people with IDs through legislation, policy and practice. Given the dominance in policy and practice of a model of CTs as multi-disciplinary (Care Quality Commission 2015) and, increasingly, multi-agency, partnerships with the potential for promoting health and well-being and community inclusion, it is surprising that recent research on this topic in England, as elsewhere in the UK, has been limited. Moreover, where such research exists, it has focused primarily on services to meet the needs of men and women with additional mental health and/or behavioural needs (e.g. Hassiotis 2002; Hall et al. 2006; Samuels et al. 2007 ). With few exceptions (e.g. Cambridge et al. 2005; Farrington et al. 2015) , little attention has been paid to any other aspect of CTs. In this paper, part of a series relating to the design and functioning of an ID service, which includes five locality-based specialist integrated CTs for adults in one English county, we report on the experiences of health (NHS) and care management (local authority) Team members.
The experiences of staff in services for adults with intellectual disabilities
There is now a substantial empirical literature relating to the self-reported experiences of staff supporting people with IDs (see Mitchell & Hastings 2001; Hatton et al. 2004; Skirrow & Hatton 2007; Chung & Harding 2009; Mills & Rose 2011; Mutkins et al. 2011; Kurz et al. 2014) . This literature strongly suggests that (however c.f. Lunsky et al. 2014) , in high income countries in different continents, negative experiences are endemic. The symptoms of such experiences have typically been conceptualised as 'burnout', that is, a feeling of physical, emotional and mental exhaustion and impaired interest in activities relating to service users (Skirrow & Hatton 2007) . Typically, burnout is measured by the MBI (Maslach & Jackson 1981) comprising three elements: Emotional Exhaustion, Personal Accomplishment and Depersonalisation.
However, the literature so far has focussed on the experiences of direct support workers (DSWs) and it may be unwise to assume that it is generalisable to members of CTs for adults with IDs. First, DSWs typically focus entirely on providing care in the 'home' of the person with ID; second, there are normally differences between the two groups in their qualifications and training, salaries and employment conditions. Finally, while DSWs may need to engage with practitioners from a range of backgrounds (e.g. General Practitioners and other members of primary care teams, care managers monitoring and reviewing placements, and members of CTs), they normally work for a single social care provider rather than in multi-disciplinary, and often multi-agency (health and local authority) teams.
In CTs, tensions may arise between different disciplines and/or agencies when different 'communities of practice' (Lave & Wenger 1991; Wenger 2000; Eckert 2006; Clark et al. 2015) within those teams present barriers to collaboration and the improvement of service user outcomes. The existence of such tensions at the personal, team and/or organisational levels may affect the continuity of care for service users and those who support them. In contrast with CTs for people with IDs, where the issue has barely been examined, team functioning has been assessed in CTs for men and women with mental health problems and primary care teams. Where a quantitative approach has been taken, the self-report Team Climate Inventory (TCI, Anderson & West 1998; Campbell et al. 2001; Bower et al. 2003; Carpenter et al. 2003) has most often been used. Normative data from a large number of teams are available (Anderson & West 1994) , although none are from CTs for people with IDs.
While considerable attention has been paid to the relationship between organisational factors and the experiences of DSWs, with very few exceptions (for example, Debra Moore Associates 2011), such measures focus on the extent to which a service is perceived as meeting its workers' needs, not those of its service users. Moreover, with the exception of Moore's measure, which, as far as we know, has not been used in any of the published academic literature, none has been used in CTs for people with IDs.
In contrast with the TCI's focus on teams, the Quality Improvement Implementation Survey (QIIS) focuses on the context within which such teams might operate (Quinn & Kimberly 1984; Shortell et al. 1995; Shortell et al. 2000) . The QIIS has two parts. The first was developed to assess the perceived culture of an organisation, defined in terms of the values, beliefs and norms that shape organisational behaviour (Quinn & Kimberly 1984; Shortell et al. 1995) . The second was developed to assess the extent to which that organisation is believed by staff to create, sustain and operationalise a vision that encourages team members, service users and other stakeholders to initiate, contribute to and participate in the implementation of quality improvement (Shortell et al. 1995) .The measure was first developed in the USA to operationalise the goals of the Baldrige National Quality Programme (www.baldrigepe.org; see Shortell et al. 1995) in hospitals and subsequently used in multi-disciplinary health settings there (Berlowitz et al. 2003) , and in Pakistan (Rabbani et al. 2009 ). As far as we are aware, the measure has not previously been used to assess community-based services for people with IDs.
Here, we report on findings relating to self-reported personal well-being, team functioning, perceived organisational culture and commitment to quality in the five CTs in a county-wide service. The findings relate to a specific, multi-disciplinary and interagency service, working with both independent social care providers and a variety of other agencies, but, in part because of the neglect of CTs, should be of broader relevance to the development of service provision and commissioning.
Methods

Ethics
Advice about ethics was sought from the R & D Department of the relevant NHS Trust. The study was deemed to be a service evaluation, for which ethical approval was not required, provided all participants gave consent and their responses were anonymised. Permission to carry out the study was granted in writing by the relevant service managers.
Context
The five locality-based CTs formed part of a countywide community-based service for adults with IDs covering urban and rural areas, some of which experience significant deprivation, in the East of England. While there were differences in their practices, all the Teams were multi-disciplinary and multi-agency, with: (1) health care (NHS) providers (employed by the local mental health Trust) in arts therapies (art and music), clinical psychology, ID nursing, occupational therapy, psychiatry, and speech and language therapy; and (2) care managers (some of whom were qualified social workers) commissioning and monitoring social care provision. The service also included administrators but, as a group, they had no contact with service users and their care-givers and did not attend clinical meetings; they are not considered further here. In each Team, a local authority Practice Manager managed all the health practitioners (except psychiatry) and care managers. These Practice Managers were, in turn, accountable to two senior managers, Locality Managers, each covering a part of the county. In turn, the Locality Managers reported to the Interim Head of Service.
Measures
Three measures were used to examine CT members' experiences at three levels:
1 Personal well-being: the MBI (Maslach & Jackson 1981) is generally recognised as the most valid and reliable indicator of the symptoms of occupational 'burnout' syndrome (Schaufeli et al. 1993 , as cited in Fagin et al. 1996) . It comprises three self-report scales: Emotional Exhaustion (EE): physical and emotional overextension and exhaustion; Depersonalisation (DP): an impaired commitment to service users (Depersonalisation) and/or to work activities (Cynicism); and Personal Accomplishment (PA): an impaired feeling of the importance of work activities or of a sense of workrelated achievement (Maslach et al. 1996) . Each of the 22 items is rated on a seven-point scale, indicating the frequency with which it is experienced (from 'never' to 'every day'). The three scales have acceptable psychometric properties in terms of factor structure, internal consistency (Cronbach's α: 0.71-0.90), test-retest reliability (0.80-0.82), convergent and discriminant validity (for details, see Maslach et al. 1996) . Typically, burnout is characterised by high scores on EE and DP, and a low score on PA (Leiter 1988; Prosser et al. 1999) . For clarity, scoring was reversed for the PA scale, so that a higher score in this study indicated a poorer sense of Personal Accomplishment: we refer to the reversed subscale as Diminished Personal Accomplishment. (Anderson & West 1994) . These four scales have acceptable psychometric properties in terms of factor structure, internal consistency (Cronbach's α: 0.84 to 0.94 for the different scales), construct and predictive validity (see Anderson & West 1994 , for further details). In addition, there are six items to assess social and task aspects of social desirability. Overall, the measure has 44 items, each rated on a five-point scale from 1 ('strongly disagree') to 5 ('strongly agree'). On each of the team-related scales, higher scores indicate more positive perceptions of the team. According to the Manual, the responses of those who score very highly (20 or more) on the Social Desirability scale should not be used (Anderson & West 1994) . 3 Organisational experience: the QIIS-II (Shortell et al. 1995; Shortell et al. 2000) is less well known in the UK than the other measures. It is grounded in organisational theory (Scott et al. 2003) and was developed in a hospital context, but it is also reported to be suitable for a range of work environments (Shortell et al. 2000) . The measure comprises two parts. Part 1 (Quinn & Kimberly 1984; Shortell et al. 2000) focusses on the perceived organisational culture (or, more often, cultures, because it is rare for an organisation to have only a single culture). It comprises four descriptions in each of five sections: Character, Managers, Cohesion, Emphases and Rewards.
Respondents are asked to allocate points across the descriptions in each section depending on the perceived similarity to their work environment. The distributions of these points (0-100, with a higher score indicating a more dominant culture) are used to characterise the environment in terms of four kinds of organisational culture: Group (emphasising affiliation, team working and participation); Developmental (emphasising risktaking, innovation and change); Hierarchical (emphasising rules, regulations and reporting relationships); and Rational (emphasising efficiency and achievement).
With the exception of the Leadership section, Part 2 (Shortell et al. 1995; Shortell et al. 2000) relates to respondents' perception of their organisation's commitment to excellence in the quality of its performance in activities and functions involved in service users' treatment and support. In its standard form, this Part contains 78 statements across seven scales: Leadership, Information and analysis, Quality management, Quality results, Service user satisfaction, Employee quality planning involvement, and Employee quality training, each of which has satisfactory internal consistency (Cronbach's α range: 0.79-0.93; Shortell et al. 2000) . Each of the statements is accompanied by a five-point scale (from 1 ('strongly agree') to 5 ('strongly disagree') and an additional 'don't know' option), with a higher score in each section indicating a greater level of commitment to the service's quality.
Both Parts 1 and 2 were amended to make them more relevant to CTs: first, by replacing 'hospital' to 'Team' or 'my Team' throughout; and second, by repeating the Leadership subscale so that it could be used to assess perceptions of both Practice Managers (middle managers) and Locality Managers (senior managers). In this amended version, there were a total of 78 statements for all staff except Practice Managers: they were not asked to rate themselves.
1
Procedure
Information sheets were distributed to each health care practitioner, care manager and Practice Manager in the five CTs. Those who wished to take part received a pack containing a booklet with a consent form, all three questionnaires and a stamped addressed envelope. The questionnaires took about 30 mins to complete. The booklets were coded in advance so that the Team, area of practice and role (Practice Manager or not) of the respondents could be identified, with the key to the code known only to the lead author. Completed booklets were returned to the research team's administrator, and the consent forms were removed and stored securely. The questionnaires, none of which were completed by any of the research team, were then scored and stored separately and securely. After data analysis, the findings (for the relevant CT and the service as a whole) were presented to each of the five CTs by members of the research team and the Interim Head of Service, and their implications discussed. Subsequently, and regardless of whether or not they had chosen to take part, every CT member received a written summary from the lead author with the findings for their Team and information about sources of support in case of concerns about workrelated or other stress. This was accompanied by recommendations drawing on the discussion with the CT member's specific Team.
Scoring and analysis of the data
The data were scored according to the guidance in the relevant manuals (Anderson & West 1994; Shortell et al. 1995; Maslach et al. 1996) . As noted, scoring was reversed for the Personal Accomplishment sub-scale of the MBI, so that a higher score indicates a lower sense of Personal Accomplishment or Diminished Personal Accomplishment (DPA). Scores were analysed using SPSS (version 17.0) or R (version 2.51.1). Since our primary focus of interest was the service comprising the five CTs, the results describe the overall findings for each measure. In addition, we investigated differences between health care practitioners (NHS) and care managers/Practice Managers (LA). For the MBI, TCI and QIIS Part 2, we used an ANOVA (with a factor to adjust for the effect of team; interactions between staff group and team were explored but none were significant), with partial eta as a measure of effect size (approximately: small = 0.01, medium = 0.09 and large = 0.25).
Comparisons between staff group scores on Part 1 of the QIIS were not straightforward because of the ipsative nature of these data. Since the sample size was small we adopted a simplified approach: (1) calculate the mean distribution of culture points across culture types for each staff group (as in the bottom two rows of Table 3 ); (2) round these to the nearest integer; and then (3) treating as categorical data (see Table S1 ), use Fisher's exact test to test for statistically significant differences between the allocation of points to different cultures types by the two staff groups. Since there was multiple testing for differences between staff groups, Bonferroni's correction was used. Differences were judged to be significant if their associated P-values were smaller than 0.0029 (≈0.05/17), with the divisor of 17 because there were 16 comparisons on the ANOVAs (3 MBI, 5 TCI, 8 QIIS Part 2) and one comparison on Fisher's exact test for the QIIS: Part 1 data.
Results
Demographics
Of the 101 booklets sent out, almost three-quarters (N = 73; 72%) were returned with all, or most, items completed. There was no significant difference between the proportion of returns from participants working in health care or care management (health care: 65%, 36/55; care management: 80%, 37/46; Fisher's exact test, P = 0.1197). Health care staff were significantly more likely to have worked in the service for longer than care managers (Fisher's exact test, P = 0.0029). Shortell et al. 1995 Shortell et al. , 2000 is available from the first author. because some items were returned incomplete and/or, on the TCI, Social Desirability scale scores were greater than 19 (Anderson & West 1994) . To provide a context for the scores for the MBI scores, they were compared with the available normative data, with the categories relabelled 'good', 'acceptable' and 'of concern' rather than as 'high', 'average' or 'low'. For consistency, we have treated the 'high', 'middle' and 'low' scores on the TCI in the same way. In the absence of normative data for CTs for people with IDs, we have compared the scores with those of social services teams (N = 42; Anderson & West 1994).
Performance on the measures
1 Personal well-being Table 1 shows the scores on the MBI for Depersonalisation (mean = 5.15, median = 4, 'good' range: 0-6), Emotional Exhaustion (mean = 22.39, median = 21, 'acceptable' = 17-26) and Diminished Personal Accomplishment (mean = 13.52, median = 13, 'acceptable' = 10-16). To provide more detail, the proportion of CT members whose scores fell into each of the 'good', 'acceptable' and 'of concern' categories was calculated. In contrast with Depersonalisation, on which almost three-quarters (73%, 52/71) of respondents scored within the 'good' range, about a third of the sample obtained EE and/or DPA scores that were 'of concern' (EE: 35%, 25/71; DPA: 37%, 25/67). Of the 67 staff with valid responses across all three MBI scales, fewer than half (42%; 28/67) had no scores within the 'of concern' range. A small proportion (4%, 3/67) obtained scores that were 'of concern' on all three scales.
2 Team experience Table 1 shows the scores on the TCI for Participative Safety (mean = 39.92, median = 41, 'acceptable' = 48-37), Support for Innovation (mean = 22.70, median = 24, 'acceptable' = 26-22), Task Orientation (mean = 20.40, median = 21, 'acceptable' = 28-21, 'of concern' = 20-7) and Vision (mean = 28.52, median = 29, 'of concern' = 33-11).
The proportion of respondents whose scores fell into each of the 'good', 'acceptable' and 'of concern' categories on each of the scales was calculated, and is shown in Table 2 . The TCI scores show that the largest proportion of staff scored in the 'good' range on three of the scales (Participative Safety: 70%, n = 44; Support for Innovation: 44%, n = 28; Task Orientation: 56%, n = 35). With the exception of Support for Innovation, on which 21% (13/63) of scores were classifiable as 'good', the proportion of scores in the 'good' range on the other scales was very low (PS: 6%, 4/63; V: 2%, 1/61; TO: 2%, 1/63). The scores on the Vision scale were particularly striking: almost four in five respondents' (79%, 48/61) scores lay in the 'of concern' range. Very few respondents expanded upon their responses, but one CT member added a comment on the TCI response sheet: 'Vision? What vision?' 3 Perceived commitment to quality Table 2 The distribution of scores on each scale of the Maslach Burnout Inventory (compared with those of 11 000 human services workers, Maslach et al. 1996) scales fell in the range 2.87-3.14, with a score of 3 corresponding to 'neither disagree nor agree'.
4 Perceived service culture
Of the 73 returned QIIS Part 1 questionnaires, the overwhelming majority (97%, 71/73) were valid. Table 3 shows the mean distribution of the 100 culture points across the different culture types for the service. Staff reports indicated a perception of the service as biased towards a Hierarchical culture (allocated 35 points). Group and Rational cultures were seen as equally important (26 points) while perceptions of a Developmental culture within the service were limited (13 points).
5 Differences between health care and care management practitioners
The results of statistical tests for differences in responses between health care and care management practitioners (having adjusted for differences between different CTs) on the MBI, TCI and QIIS Part 2 (Quality) scales are shown on the right of Table 1 . Differences between the two groups of practitioners on the MBI and TCI were either non-significant (P > 0.07) or had very small effects (except for Depersonalisation, all partial etas < 0.01). In terms of the QIIS Part I (Service Culture), there were no significant differences between the two groups (Fisher's exact test: P = 0.7921): as shown in Table 3 , both scored Developmental and Rational culture types equally, although health care team members allocated more points than care managers to the Hierarchical culture type.
Larger, although still limited, differences were seen on the QIIS Part 2 scales. At the Bonferroni corrected significance level, two differences were found between the two areas of practice: on Employee quality training (P = 0.0018; partial eta = 0.14), where care management practitioners were more positive (giving ratings that were on average higher by 0.7 than those of their health care colleagues) and on Information and analysis (P = 0.0002; partial eta = 0.19), where care managers again were more positive (giving ratings that were on average 1.4 points higher than those of the health care respondents).
Discussion
Specialist CTs for adults with IDs are complex, involving both multi-disciplinary and, often, also multi-agency working, potentially engaging different 'communities of practice' (Wenger 2000; Lave & Wenger 1991; Eckert 2006 ). Yet very little is known about any aspect of such teams. In this paper we have reported on psychological well-being and perceived team functioning, commitment to quality, and organisational culture in a county-wide intellectual disability service with five locality-based integrated Teams in order to inform the development of such services and their commissioning. Although there are limitations, given a small sample size, some missing responses, the use of self-report questionnaires, and in the case of the QIIS-II, a measure based on the contested concept of an 'organisation' (Thompson & Rose 2011 ) and with incomplete psychometric properties, the study is innovative in two ways. First, it has focused specifically on the work of the specialist practitioners who make up the CTs, rather than on 204 Table 3 Means and standard deviations of the points allocated to each of four culture types (Shortell et al. 1995) for: i) the whole service; ii) for health care and care management CT members separately (N = 73 returned forms) the single discipline of DSWs working for an independent provider, and second, by using three different measures in one study, we have considered these practitioners as members of an organisation rather than simply as individuals working independently. CTs not only need to bring together the skills of different disciplines, and often different agencies, to benefit service users with IDs and their families, but also work with a range of independent social care providers and others. The task brings with it the potential for clashes in organisational practices.
The findings relating to psychological well-being suggested that the individual functioning of both health care and care management practitioners was reasonable. There was limited evidence among CT members of the cynicism towards service users and/or work activities that is reflected in high Depersonalisation scores. Nevertheless, and consistent with the high level of 'burnout' both among DSWs in services for people with IDs (Hatton et al. 2004; Skirrow & Hatton 2007 ) and among 'human services' workers generally (Maslach et al. 1996) , more than half the respondents (57%) obtained MBI scores on one or more scales that were 'of concern', with the scores of a small proportion (3/67, 4%) of respondents falling into this category on all three scales. While only scores on the Emotional Exhaustion sub-scale have been linked to job performance (Taris 2006) , the findings suggested that both health care practitioners and care managers/Practice Managers would benefit from support to maintain and promote their wellbeing. Clinical and line-management supervision are not the only ways through which this could be provided. Support could also be provided through interactions with team colleagues and particularly through team meetings, which offer opportunities for sharing risk, constructive reflection and a strengthened sense of purpose. However, the perception of the availability of such support was not encouraging, even when comparing the scores with those of a group of social services teams whose work is likely to be more stressful (Gibson et al. 1989; Schraer 2015) .
Combining TCI responses in the 'good' and 'acceptable' ranges, the most encouraging scores were on the Participative Safety (76%, N = 63) and Support for Innovation (61%, N = 63) scales. With regard to Participative Safety, the findings suggested that around three quarters of the respondents perceived that they had an influence over decision-making and that it was safe to express ideas. Moreover, consistent with the results of a qualitative study of two of the Teams by Farrington et al. (2015) , the scores indicated frequent interaction and information sharing at 'ground' level. Similarly, the scores of approaching two-thirds of the respondents indicated that novel and creative approaches were supported. These findings do not suggest that the Teams are perceived as toxic places to work. Yet, in contrast to the Support for Innovation sub-scale, only one respondent's score on Task Orientation, which reflects the perceived commitment to excellence, fell into the 'good' range; the scores of the remaining 60 respondents were 'acceptable' and, for more than four in ten respondents, were 'of concern'. The findings relating to Vision were also of note: the scores of more than three-quarters of the respondents suggested that they were concerned about the absence of a clear, negotiated, shared and attainable focus in their Team. Taken together, these findings suggest that the Teams may provide psychological support, but that they do not generate that strong sense of purpose that would provide a context for a commitment to quality. While the normative data available for Part 2 of the QIIS-II are very limited (Shortell et al. 2000) , the median scores of 'neither disagree nor agree' across all eight dimensions are consistent with this account.
Supporting Team members' perception of a lack of vision in the service, the findings from the Leadership scales of Part 2 of the QIIS-II (Shortell et al. 1995 (Shortell et al. , 2000 suggested limited confidence in the leadership provided by managers at both a Team and at a Locality level. It is possible that such feelings were exacerbated by the culture of the service, which was managed by the local authority, with its traditionally 'top-down' culture (Megele 2012) and 'managerialist' (Clarke et al. 2000) tendencies. Of the four types of cultures identified by Shortell et al. (1995) to function effectively, a primarily hierarchical culture with a strong focus on bureaucracy and process, notwithstanding a good deal of positive interaction at 'ground' level (Farrington et al. 2015) , is at odds with what has been shown empirically (Shortell et al. 1995) to be the environment in which a commitment to excellent quality is most likely to thrive. Health care practitioners were more likely to perceive the culture as less sympathetic than their care management colleagues, allocating fewer points to a Group and more to a Hierarchical culture type. This may be explained by the fact that health care practitioners were more likely to have worked in the service for longer and therefore to have experienced the 'light touch' of the mental health Trust that managed them prior to integration. On all other measures, and in other parts of the QIIS-II, the responses of the two professional groups were very similar, with two exceptions: care managers rated Information and Analysis (relating to the collection and use of relevant data) and Quality Management Training (related to the development of skills in job performance) significantly more positively than their health care colleagues. A possible explanation lies in the local authority's management of the service: it might be expected that its data collection and training would focus on the needs of its own workers. In contrast, health care practitioners often reported that the local authority had limited understanding of their training, supervision and appraisal needs. Supporting this account, in two of the five Team bases, which were located in local authority facilities, health care practitioners had no access to the mental health Trust's website and widely reported that they felt isolated from the professional development opportunities available to their health care colleagues working elsewhere (Farrington et al. 2015) .
Local factors at the time of the study, particularly relating to the absence of a permanent head of service and service restructuring, may have affected the findings. Investigating the impact of such local changes would require a more sophisticated project, perhaps using a longitudinal design, to be carried out. Certainly, a larger sample size would have permitted more sophisticated analysis such as the use of structural equation modelling of the relationships between the three quantitative measures and enabled us to compare the responses on the measures of individuals in different professions with a large range of co-variates associated with distress or discontent and the relationships between them (see Hatton et al. 2004; Skirrow & Hatton 2007; Mutkins et al. 2011) . Such research was beyond the scope of the present study.
Rather, the intention here was to use the example of a county-wide integrated locality-based specialist service for adults with IDs, comprising five different Teams carrying out similar work and all managed by the local authority, to start to reinvigorate research on the CTs that play a crucial role in supporting people with IDs to live 'ordinary lives' in community settings. From this perspective, the most important finding is that a perceived lack of vision permeated the service, potentially compromising its capacity to be proactive rather than simply to react to immediate events. How might this best be addressed in the future? We believe that it would be timely to revisit the tasks identified by Lindsey (2002) in light of the changes in legislation, policy and practice that have taken place since 2000, and, in particular, the challenges of the forthcoming reductions in the number of new 'out-of-area' hospital beds for people with IDs and additional mental health and/or behavioural needs (NHS England 2015) . We propose that the main implications of these findings are: first, a service that is multi-disciplinary and inter-agency must have an agreed vision so that CT members are clear in their own minds as to the purpose of the Team. What is the role of a CT within the wider context of primary and secondary health care and generic local authority services available to the population as a whole? Second, team cohesion is critically important and this may be best maintained through regular CT meetings with the sharing of ideas and the management of concerns about risk. Third, there must be an explicit understanding from senior management that, while there will be many needs that care managers and health practitioners share in common, there will also be differences with respect to working practices, appraisal, record-keeping, and training needs. These must be fully recognised and accommodated. Future research could usefully focus on the evaluation of service interventions that address these specific issues. Through the development of such an evidence base, service commissioners could be much clearer about their expectations of specialist CTs in working alongside people with IDs, their families, social care providers and other agencies.
